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Introduction
Breast cancer is the most common female cancer in Western civilisations, 1 and early diagnosis is essential for improved prognosis. Following mammographic breast cancer screening, the majority of women will have a negative result.
However in England, 7.9% of women attending for their first (prevalent) screen and 3% of women attending for subsequent (incident) screens in 2013-14 were referred on to an assessment clinic for further evaluation. 2 The percentage of women subsequently found to be clear of cancer is variable, but previously noted to be 57.43% in the study centre. 3 However there is some evidence to suggest that these false positive [FP] women are at greater risk of interval cancers and larger cancers at presentation. 2;4;5 Re-engagement with routine screening following a FP result is therefore essential. A systematic review and meta-analysis of over 340,000 attendances 6,7 identified that, within Europe, FP women are just as likely to reattend routine screening as those who had a normal mammogram result; however in some countries such as Canada FP women were less likely to re-attend.
The assessment clinic client experience can be intensely stressful, with increases in anxiety, worry and intrusive thoughts. 8 Brett et al 9 reported the experience as a shock, with 37% (n=109) of women in one study reporting their referral for assessment to be either 'very scary' or the 'scariest time in my life'. 10 Negative psychosocial consequences have been identified six months after FP diagnosis, experienced at a similar level to women who had received a diagnosis of cancer. 11 Three years later women still reported negative psychosocial consequences 11 ; this timeframe coinciding with an invitation for the next routine screen in some countries such as the United Kingdom.
Clients attending an assessment clinic may have a combination of diagnostic tests in a single visit; some studies suggest the nature of the diagnostic workup does not influence re-attendance rates, 12 yet others note adverse effects on re-attendance following needle sampling or biopsy. 13;14 While the one-stop clinic may be resource efficient the clients may feel they are on a diagnostic conveyor-belt, potentially bewildered by the process and some of the complex medical terms used. 15 The 2 client journey may involve several different client-health professional encounters, and while these are expected to be highly professional and empathetic, this may not always be the case. 14 A retrospective six year audit undertaken within a UK breast screening service identified that the percentage of eligible FP women failing to re-engage with screening was considerably lower than non-engagement in the general screening population (15% compared to 29%). 3 However, those undergoing biopsies were more likely to return for routine screening than those undergoing minimally invasive assessment (93% compared to 82.5%). 3 This was at odds with published literature 12;14 and suggested that the additional support received by women having biopsies has a beneficial effect on their future re-engagement with screening. 3 A qualitative study was initiated to explore in detail the nature of staff-client interactions within a breast assessment clinic affiliated to the NHS Breast Screening Programme. 17;18
Methodology
The study site is a breast screening service with a three year screening population of 88,000 women, covering a wide geographical area and serving a largely socially deprived, mixed ethnicity population in the North West of England. The clinic is staffed by consultant radiologists (physicians), different grades of radiographer (mammography practitioner, advanced practitioner and consultant practitioner), assistant practitioners and breast care nurses. The aim of the research was to study staff-client interaction culture within the assessment clinic using an ethnographic approach. 19 Culture is defined as 'the customs, civilisation, and achievements of a particular time or people' 20 and details the way of life and habits within a societal group. Ethnography is well-suited to producing a detailed description and interpretation to allow others to understand the culture within a social group -in this context a breast assessment clinic. No similar studies have been undertaken within the breast screening assessment environment, although ethnography has been applied within general radiography settings. 21, 22 The objectives of the study were to:
1.
Observe the type and frequency of staff-client communication episodes within the assessment clinic 2.
Identify the client perceptions of the assessment clinic 3.
Explore staff perceptions of the observation findings 4.
Develop a model to capture the culture of staff-client interactions in the assessment clinic
While the ethnographic approach is highly flexible, the central tenets of this methodology are the use of participant observation and prolonged immersion within the culture to be studied. 23 Additional research methods such as focus groups and interviews may be used to give valuable scope for triangulation in ethnographic research, and these were employed within this study. The researcher in this study (female radiography academic with experience of breast screening only as a service user) assumed an 'observer as a participant' role. First described by Gold in 1958, 24 this clarifies that observation is the main reason for the researcher's presence but facilitates participation in some activities, in this case for example assisting a client with limited mobility. Purposive sampling ensured all aspects of clinic business were observed over an extended period of several weeks; once the potential 'Hawthorne' effect has been overcome, 25 it is more likely that deviation from normal working behaviours is difficult to sustain for any length of time. 26 Observations of a natural setting can yield an overwhelming amount of data and are best conducted within an agreed framework. Kurtz et al 27 described a clinical examination as containing five discrete stages, and these were used as 'A Priori'
(known in advance) themes around which the observations were structured ( Figure   1 ). The observation events were captured via a data collection sheet (Appendix 1)
and discretely recorded audio observations. A brief semi-structured interview with clients was undertaken at the end of the clinic visit (Appendix 2).
The observation and interview data was transcribed and analysed thematically, and emerging themes were used to inform a focus group schedule. Two staff focus groups were conducted: practitioners (radiographers / mammographers, assistant practitioners and reception staff; n=9), and consultants (consultant radiographers and radiologists; n=3). The focus groups were facilitated by two additional radiography researchers who had expertise in qualitative research methods, 4 following a model proposed by Kruegar. 28 A pre-arranged question schedule (Appendix 3) sought further information and validation of the observation findings.
The focus group discussions were digitally recorded and transcribed, and analysed using an inductive approach to produce emergent themes using a process aligned to Thematic Content Analysis. 29 One researcher conducted the initial analysis which was then peer-reviewed by the second researcher. To ensure the findings reflected the meanings of the participants as closely as possible, the research team adopted the concept of 'trustworthiness' 30 ; strategies included triangulation, member checking, peer review, maintaining audit trails and using direct quotations in context.
Findings
Data saturation was reached after analysing twenty-three complete client journeys, which included multiple discrete observation events. 
Breaking down barriers
Breaking down barriers is a recurrent theme observed predominantly in initial staffclient interactions, where a range of strategies are employed to attempt to gain the 5 trust of the client, guage their level of understanding of the process, and manage their anxiety.
The client interviews revealed that receiving the assessment invitation letter provoked a sustained and heightened level of anxiety, previously identified as a feeling of 'shock'. 9 Nevertheless women in this study found the letter helpful with reassuring breast cancer facts and figures, and appreciated the option to telephone the clinic in advance. While pre-clinic telephone contact can be very beneficial in this early 'waiting' stage, 31 only one of the women interviewed had used this facility.
Some clients had shared their worrying news with friends, though discussion with social networks can result in heightened anxiety that is disproportionate to the actual risk factors, 32;33 an issue previously recognised in diagnostic imaging and nuclear medicine patient experience research. 34;35 Other clients, however, preferred not to inform friends and family:
"I thought don't alarm anybody, tell them after ...because there's a 50/50% chance of it being okay and 50% is good odds, isn't it?" [Client ID 20]
Initial staff-client interactions upon arrival at the clinic were crucial in calming and reassuring the client. Good preparation was seen as vital to instilling an air of confidence in the individual staff and in the unit as a whole. The practitioners were generally attentive and sensitive to the client's needs, and were adept at picking up both verbal and non-verbal cues, noting that:
"Some ladies want a lot of information, other ladies don't…they want you to get on with it… So you've got to gauge it." [Practitioner focus group]
Underlying fears were most overt when clients were questioned about medical and family history, consistent with evidence from the literature. 36 Some missed opportunities to respond with empathy were observed, including ignoring the signs or distracting the client with procedural information. 37 Consistent with patient consultation literature, 38 staff were most concerned about the women who were quiet due to intense worry: While touch is a fundamental human interaction, it is not well studied in the medical literature. However one study of doctor-patient consultations 39 confirmed that patients are incredibly welcoming of expressive touch, while some doctors were reluctant to use touch in certain situations. They recommend raising doctors' awareness about the potential for consciously using expressive touch in consultations as another tool to improve doctor-patient communication.
While touch may be of benefit for comforting the silent or distressed client, the consultants recognised that occasionally practitioner 'silences' due to intense concentration could be anxiety-provoking for the client:
"I don't think the mammographers always realise how long those silences can be." [Consultant focus group]
Silences have previously been studied within medical consultations (oncology), identifying that the most silences were observed during physical examinations, with patients being silent 71% and physicians 64% of the time. 40 There was considerable variation in communication styles between practitioners as in the current study -no assumptions can be made about why these were different, but experience, age and cultural factors may be influential. Experienced consultants explained how they recognised and prepared for potential silences: Where additional clarity was required, consultants drew diagrams to explain image appearances to their clients; this strategy to inform understanding of the diagnosis has been previously recognized as good practice within nursing literature. 43 Practitioners performing the recall mammograms tended to focus their conversation towards explanations about the procedure. While they introduced themselves by informing the women of their name, they rarely described their job title and this led to the women often assuming they were nurses. This was acknowledged and accepted by the practitioners. Their questions aimed to seek consent, check the status of the patient, check clients' understanding and gather information. 
Preparing the ground
Preparing the ground is a theme describing a process of carefully managing the flow of information to the client, such that their diagnosis is delivered in a sensitive manner by the appropriate person at the right time. The delivery of good or bad news should be seen as a process rather than a one-off event.
The consultant focus group discussed the concept of a hierarchy of information, explaining that too much information too soon could confuse the client, and too little could lead to rumour, supposition and increase anxiety, though clients did not make this connection within the interviews. Consultants also described a gradual cascade of information, commencing at the first presentation in the clinic:
"Most of the patients at that stage don't ask for lots of information…most patients are quite happy to know what the process is going to be, what it is going to entail, what is going to happen to them…and may be who is going to tell them and at what point in time" [Consultant focus group]
The consultants recognised that at this early stage it is important to manage clients' expectations appropriately. While this is clearly a compassionate approach, the consultant goes on to explain that there is also a practical reason for keeping the client calm, which is that subsequent biopsies will be more difficult with a patient who is upset. Nevertheless, a range of strategies were clearly employed by the consultants to deliver bad news 11 in a sensitive and empathetic way, and many of these strategies aligned well to those recommended to breast radiologists by Harvey et al. 47 
Sign-posting
Sign-posting is a theme that was observed both at the end of the whole clinic A dedicated patient guide role was also supported by the consultants, though one consultant radiologist explained that in an ideal scenario this would be best undertaken by a doctor or non-medical consultant.
Conclusions
This study was the first to explore staff-client interaction culture within a breast assessment clinic. While these findings cannot be generalised, it is assumed that there is a high degree of similarity between breast assessment units in terms of environment and culture due to the stringent requirements issued within national screening programmes. Twenty-three client journeys were documented, yielding emerging themes which were subsequently explored within the focus groups. This enabled validation and triangulation of data which represented client, staff and researcher perspectives. 
Recommendations
The research team identified a series of recommendations (Table 1) , most having been already implemented within this innovative team. Some recommendations required a subtle cultural shift to enable sharing of best practice and blurring of role boundaries. This included consultants being prepared to 'let go' of some roles and practitioners being prepared to shoulder increased expectations, including taking on a patient navigator role. This recommendation has the greatest potential for positive cultural change and improving the client experience, particularly for those clients who are subsequently discharged back into the screening programme. These recommendations may be informative and serve as a 'best practice' checklist for other breast assessment units.
Recommendations for further research include an evaluation of the effectiveness of the patient navigator role, and this would include being sensitive to the timing of gaining the patient perspective to facilitate a deeper level of engagement.
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